Sir,

We appreciate the concerns raised by Nema S and Vyas GS[@ref1] on our article "soft tissue coverage in open fractures of tibia."[@ref2] Further we want to clarify the points raised.

This article primarily addresses management of open injuries of tibia in tertiary health centers of India, where facilities of advanced plastic and reconstructive surgery do not exist. We have quoted the references,[@ref2] which clearly state that when there are alternative loco regional flaps, the role of free flaps is questionable. The need of a team of expert surgeons, the infrastructure, and the logistics will always be important deciding factors in the decision making in tibial open fractures. It is also needless to stress that obtaining consistent good results in free flaps for lower limb reconstruction involves steep learning curve, even in specialized micro vascular centers.

We share the same views as Bhatti *et al*.,[@ref3] who have clearly expressed the advantages of local flaps for compound fracture in the lower leg. The complication rates following local and free flaps in their series were 18 and 27%, respectively. They concluded that although free flap surgery is a versatile procedure, it remains a more demanding and risky procedure than local flap surgery. Moreover, the local fascial flap of the leg can provide a better alternative for free flap coverage with fewer medical complications, a shorter operative time and hospital stay, and better esthetic results. The authors have quoted Khouri *et al*.[@ref4] of institute of reconstructive surgery, New York, who have presented 304 consecutive cases of free flaps for open fractures in the leg. This publication comes from a very large specialized microvascular unit and even they conclude that in their hands, the failure rates of free flaps in lower limb for traumatic problems is 8% compared with none in nontraumatic conditions. Their final word is that the experience of surgeon is most important in the final outcome of free flaps in open fractures of tibia. The authors have also quoted Harashina,[@ref5] who clearly states the steep learning curve as indicated by their failure rate of free flaps in the "early period" of as much as 25%. They also mention that the survival of free flap is lowest in the lower limb reconstruction. The above said articles were published in an era, when there were very little alternatives for flap coverage in distal one third. In this context, when technically less demanding nonmicrovascular procedures with easy and favorable learning curve are available to cover small/medium sized raw area, free flaps should be reserved for large defects which are not amenable to be covered by simple and safer procedures. We believe that there is a need for consensus regarding the indications for free flaps in open fractures of tibia and such indicated cases should be referred to exclusive microvascular surgical centers as early as possible so that the selected team of surgeons overcomes the steep learning curve effectively. We discourage the occasional arm chair attitude in microvascular surgery for lower limb trauma. The free flaps for open fracture tibia must be reserved for exceptional cases and they should be undertaken by exclusive microsurgical team/centers.We delayed the flaps in period 1 of our study for 5-7 days in loco-regional flaps based either proximally or distally. Bone during this waiting period was covered with nonadherent antiseptic dressing. Biological dressings such as collagen dressing were not readily available during that period. Its only in the later part of our study,[@ref2] when we were exposed to perforator based flaps, distally based sural artery flap did we stop delaying the flaps. Hand held Doppler equipment was quite handy in the later part of our study, when we had to raise flaps with length--breadth ratio more than 2 or 3.With the use of external fixator with crossed leg flap (CLF), positioning and maintenance of the position, ability of the patient to turn to complete left and right lateral positions have become relatively easy. In an already externally fixed fracture, additional two schanz pins on the donor site are not an extensive surgical insult. Our experience with CLF has been very encouraging, and we are yet to encounter a case of venous thrombosis, which can be attributable to the CLF and the inevitable position associated with CLF. We feel that the increased incidence of Deep vein thrombosis (DVT) related to CLF is a myth and more theoretical.
